This article summarizes the research detailing factors relevant to the identification and estimation of medically defined miscarriages, and describes research highlighting the psychological effects and individual social context of miscarriage. Specifically, issues of culture and social psychological interpretations of miscarriage are discussed in this article, and suggestions for improvement of follow-up care are discussed. The research reviewed shows there is a need for immediate and longer term recognition of the psychosocial effects of miscarriage and support for women, particularly those not supported within their social network, and emphasizes the need to be culturally aware when addressing health policy and healthcare needs of different populations undergoing similar reproductive losses.
Reproduction is a fundamental consequence of unprotected natural sexual activity, which is the desired outcome for the majority of the population. Pregnancy for the woman and the impending expansion of the self, the couple or the family is a milestone for every man and woman of reproductive age. Pregnancy also defines a woman as reproductively capable and provides her with a new identity of mother. Miscarriage affects 15-20% of all clinically recognized pregnancies, it is the most common complication of pregnancy and occurs in approximately one-third of all women [1] . Its impact can be devastating upon the individual and can last a long time [2] . The term spontaneous abortion is a misnomer for miscarriage, and is offensive to women who miscarried and their partners, causing further unnecessary distress to their already compromised emotional states. The reported incidence is likely to be higher, because not all pregnancies are clinically confirmed [3] , and not all women seek treatment following miscarriage [4] . Miscarriage can involve unexpected pain and significant blood loss and when this happens, the pain and bleeding may make a miscarrying woman sensitive to the care she receives from her healthcare providers [5] . In Northern Ireland, when a miscarriage classification is used, no formal record of death is issued and usually no opportunity for burial is given [6] . There is some debate as to whether the emotional response to a miscarriage is experienced more strongly immediately following the loss compared with weeks, months or years later, and whether a late loss is experienced stronger emotionally than an early loss.
Fetal death in early pregnancy up to the gestational age of approximately 22 weeks is referred to as a miscarriage, with any Fetal death after the 23rd week being considered a stillbirth -the exact cutoff point varies by country. For example, Australian policy defines a miscarriage as a spontaneous loss of pregnancy before the 20th week; the UK, 24th week [7] ; and in some, but not all, American States before the 28th week [8] .
It is useful to have some international agreement on the defining time scales for miscarriages and stillbirths, because it is not easy to reconcile a miscarriage at 10 weeks gestation, before visible and tactile evidence of a pregnancy is apparent, compared with a loss at 25 weeks, when the carrying mother is usually visibly pregnant and she has felt the baby move. The 10-week loss will not be noticed by the social and workplace environment but the 25-week loss is very noticeable to all who know the woman. The 10-week loss is therefore not accompanied by the social awareness, social support and healthcare support that are afforded to a later pregnancy loss. Stillbirths, or late pregnancy losses, are accompanied by a stillbirth certificate, and the opportunity to have a naming and burial for the baby.
Miscarriage can also involve experiencing distressing physical symptoms, particularly if medical intervention, (evacuation of the foetus) was used and continued heavy bleeding occurs'. There is no evidence that different methods used Olga BA van den Akker 2 Review to remove the foetus result in different psychological reactions. For example, Nielsen et al. reported similar grief reactions in women undergoing D&C versus expectant management [9] . Both miscarriage and stillbirth may be accompanied by an awareness of other medical or genetic factors, which may all contribute to the psychological distress experienced. It is important to note, however, that in some cases a miscarriage marks the beginning of something positive, such as, for example, a relief of an unwanted pregnancy [10, 11] . The reactions therefore vary enormously from person to person depending on individual differences, and the personal significance of the loss to the individuals concerned.
The fact that miscarriage statistics are reported as approximate is in part because many miscarriages occur at home and are not reported, in addition many are biochemical and unknown to the woman. Furthermore, miscarriages can be presented in different ways. For example, statistics of miscarriages have been reported for different age groups, as shown, for example, in an Australian study of 9145 young women, that compares the incidence of miscarriages across young women in two age groups (Figure 1 ) [12] .
However, a reproductive life-span view of miscarriages shows an even steeper incremental rise in miscarriages with increasing age, as shown in Figure 2 .
Miscarriages have also been reported according to physical characteristics of the event. For example, a differentiation has been made between missed miscarriages, incomplete miscarriages and complete miscarriages, listed in the follwing:
• Missed miscarriage refers to a fetus that is not expelled by the woman, and the missed miscarriage may not be noticed for several weeks. No pregnancy symptoms may be present, but they may have elevated hormone levels;
• Incomplete miscarriage refers to the partial or incomplete expulsion of the fetal or pregnancy tissue. Here, parts of the fetus, amniotic sac and/or placenta may be retained, whilst part of these may be expelled. The cervix is likely to be open and cramping, and bleeding is common;
• Complete miscarriage refers to the complete expulsion or delivery of a nonviable fetus. Here, all fetal, amniotic and placental tissue is expelled and the cervix is closed;
Missed and incomplete miscarriages require medical intervention such as a D&C, if the tissue is not eventually expelled in its entirety naturally.
The Physical signs of a miscarriage include:
• Back pain ranging from mild to severe;
• The woman has lost weight (in later miscarriages, or when marked by significant grief reactions);
• The appearance of pink-colored mucus;
• Rhythmic contractions ranging from mild to severe;
• Tissue clots and bleeding;
• Decreasing signs of pregnancy.
Although there is a varying amount of bleeding, cramping, backache and abdominal pain involved in miscarriages, the psychological and social effects may be considerably more severe and longer lasting. The miscarriage symbolizes a number of areas that define an individual across societies and cultures. For example, a miscarriage in terms of a person's identity signifies disappointments and challenges of:
• Motherhood identity and role;
• Fatherhood identity and role;
• Family identity and role;
• Death of a baby;
• Social and normative deviations;
• Stigma and isolation;
• The death of a dream often held since childhood.
This article outlines the grief and coping processes that follow miscarriage in a number of cultural and social contexts across societies, contributing to the psychological distress experienced by those affected. Since miscarriages are a common pregnancy complication, the psychosocial costs associated with miscarriages need be recognized and targeted for appropriate care.
Risk factors predisposing women to miscarry
Although the evidence is conflicting [13] , the risk of miscarriage is not the same for women of different ages, as shown earlier, with estimates ranging from 9 to 75% even within studies [14] . Maconochie et al. reported that paternal and maternal age, previous miscarriages, terminations, 
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www.expert-reviews.com 3 Review infertility, assisted conception, low BMI prepregnancy, regular alcohol consumption, stress and changing partner are independent risk factors for miscarriages [15] . Since delayed childbearing is becoming more common in all countries where controlled conception is available, it is likely that this delay will be accompanied by an increase in (reported and unreported) miscarriages. In addition to first-time miscarriages, recurring miscarriage,s although less common with estimates between 1 and 2% of women, affect women who have three or more consecutive miscarriages [16] , although others argue two or more miscarriages constitute recurrent miscarriage, increasing the proportion to 5% [17] . When women present with recurrent miscarriages, they tend to be referred for investigations to determine the cause of the problem.
Despite the disagreement about a universally adhered to definition of recurrent miscarriage, the incidence is more than is expected by chance alone, suggesting specific reasons should be responsible for them, although to date no effective treatment exists, as evidenced, for example, in a recent randomized controlled trial (RCT) [18] . Nevertheless, age [19] and number of previous miscarriages [20] are independent risk factors, although they are of course interlinked, for example, older women are more likely to miscarry than younger women, and the more miscarriages a woman has had, the more likely it is that she will have more. Chromosomal abnormalities and particular autoimmune issues such as antiphospholipid antibodies are more likely to account for recurrent miscarriages than embryonic abnormalities. Anatomical abnormalities such as major uterine irregularities, a weak or incompetent cervix, and indirectly, polycystic ovaries (causing high LH levels) are also thought to be responsible for recurrent miscarriages. Numerous other factors, such as infective, endocrine, immune, thrombophilias and unknown etiological factors are believed to be responsible for some recurrent miscarriages, but the evidence is equivocal [201] . The psychological effects of recurrent miscarriage, including being told to wait until the next time before investigations are carried out, can be devastating [21] . Research has shown that being informed that no treatment is available, or no known cause has been identified is problematic [21] [22] [23] . Whether it is beneficial for clinicians to advise women who miscarried to wait for a new pregnancy is not certain. According to Klier et al. [24] , it may be more beneficial for the prospective parents to be in control of their own decisions, since other evidence suggests that feeling in control and having a choice poses a relief to some patients [25] .
Psychological research has postulated that psychological factors such as aspects of personality [26] or depression can be causally related to miscarriages [27, 28] , although others have questioned its significance [29, 30] . Nevertheless, a recent meta-ana lysis has demonstrated that 18% of women experience depressed mood during pregnancy, and approximately 13% of these meet the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) [31] diagnostic criteria for a major depressive disorder [31] . Other more recent research has reported increased pregnancy-specific anxiety and depression in newly miscarrying women who had miscarried previously and in those who had not experienced a previous pregnancy loss [2, 7] . It is possible that psychological stress or anxiety can affect adequate immune system functioning, leading to pregnancy loss [33] , and therefore needs to remain a key factor in future research. Furthermore, sociodemographic risk factors including, marital status, parity and lifestyle or behavioral factors such as being a smoker or ex smoker, high BMI, being a noncontraceptive user and having a lower education and socioeconomic status have also been identified in a large Australian study [34] . These studies suggest that psychological and behavioral variables cannot be ignored in future research and practice of reproductive loss.
The psychological effects of miscarriage
Within miscarrying women, reactions tend to be varied. A number of risk factors predisposing women to experience significant psychological distress or morbidity following miscarriage have 
4
Review also been identified. For example, a history of psychiatric illness, childlessness and a lack of partner or other social support, ambivalence towards the fetus, as well as previous pregnancy loss, are likely to increase the chances of severe psychological distress. A study of suicides in Finland identified a significantly higher mean annual suicide rate in women who had miscarried in the year prior to their suicide (18.1 out of 100,000) compared with women who had delivered a baby (5.9 out of 100,000) [35] . However, these reactions tend to be extreme.
Nevertheless, although in miscarriage women and men are not always in a position to mourn a fully grown baby, the miscarriage represents the loss of the opportunity to give birth to a live baby. Critically, pregnancy loss robs women and men of the opportunity to raise the child, become a parent, and form a new identity as a parent. The loss following a miscarriage is hidden and relatively unquestioned by healthcare staff, friends and family and at the extreme end can develop into symptoms of trauma [36] . The consequences of facing this traumatic experience alone in relative isolation can have severe psychological consequences. Gerber-Epstein, Leichtentritt and Benyamini described the need to recognize that the impact of the miscarriage may be proportional to the desire for the pregnancy [37] . The social and cultural environment tends to have near universal pronatal expectations, and ignores the need to acknowledge the failed pregnancy and mourning [38] . Research has also demonstrated the need for women in some cultures to mourn and cope with their loss in isolation because the societal ramifications of pregnancy loss are harsh upon the women experiencing them [39] . Stigma and accusations from the wider social network therefore can impose a double blow on women already compromised.
Awareness of the severity of the physical effects of miscarriage are increasingly recognized as demonstrated by, for example, a USA report of >60 maternal deaths in a 10-year period that are associated with miscarriages [40] , and data showing fertility problems increasing with increasing numbers of miscarriages [41] .
The severity of the psychological effects of miscarriages has also been reported in women and to a lesser extent in their partners [37] and siblings [42] . For example, increased anxiety lasting up to 4 months after the miscarriage [43] , depression [44] and grief reactions have been reported in women and men immediately after miscarriages [45, 46] . DSM-IV includes grief and sadness within a description of major depressive episodes in conjunction with symptoms such as loss of appetite, weight loss, guilt, insomnia and morbid thoughts [31] . Reports of strain on the couple's relationship following the miscarriage [47] , post-traumatic stress disorder [48, 49] , obsessive-compulsive disorders [50] , and panic disorder [51] have also been described. A number of these psychological effects are clinically significant syndromes and disorders [52, 53] requiring adequate identification and treatment. Routine follow up to identify significant psychopathology following miscarriage is not universally available.
However, identification and assessment of clinically effective states may be difficult to establish in practice, particularly since research has shown that, even in the psychological morbidity literature, no consistency in the use of diagnostic criteria is evident. In a review article, Lok and Neugebauer reported that between 20 and 55% of women in the studies they looked at reported elevated levels of depression in the short term after miscarriage, but only five studies used diagnostic criteria [13] . Rowlands identified 33 studies which assessed the incidence of depression and although use of comparison and control groups differed and timescales and measures were not constant, all studies showed increases in depression in miscarrying women [54] . In another study, depression was reported up to 1 year following the miscarriage [44] . Conway and Russel [45] comment that miscarriages are not usually recognized as a loss similar to bereavement, and that grieving is not understood following a miscarriage. However, grieving, even if the loss is not perceived as a bereavement or loss of a potential child, is nevertheless worthy of recognition, screening and counseling or other treatment. The lack of social support for women who have miscarried in a vacuum without rites, rituals or acknowledgements of, for example, the 'anniversary effect' on the date of miscarriage or estimated delivery date [55] , may prevent closure of the life event for many women.
Research has shown that at any stage, a miscarriage can result in symptoms of sadness, yearning for the lost fetus/child, a need to talk about the loss and search for meaning and explanation of the loss [56, 57] . Figure 3 shows the proportion of women reporting grief, depression, combined grief and depression or no elevated emotional distress in the study by Beutel et al., using consecutively miscarrying women [56] . These authors demonstrated longer lasting psychological and social symptomatology (at 6 and 12 months postmiscarriage) in women who were 
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Review identified with initial depressive states following the miscarriage, suggesting they are at increased risk. However, although the samples were relatively small, the study also showed that nearly half their sample reported no adverse psychological symptomatology. Grief intensity and duration is reported to be the same for early and late miscarriage [8, [58] [59] [60] , but tends to be longer for perinatal death [61, 62] . Few studies have explicitly differentiated the effects of multiple miscarriages on women. Klock et al. reported high state-anxiety scores and relatively high enduring trait-anxiety in women who had an average of three miscarriages [63] . Anxiety and depression have also been monitored in a longitudinal study which reported 49% of clinically significant cases for anxiety 5 weeks after the miscarriage, which remained evident for 27% of the women 17 weeks after the loss [64] . This suggests that clinically significant psychological morbidity remains a serious and potentially debilitating concern for a significant number of women for as long as 4 months following the (repeated) miscarriage. Impaired quality of life and economic effects for those affected by recurrent miscarriage is therefore likely.
There is less agreement in the literature studying differences between the psychological effects of miscarriage on the miscarrying women's male partners. Johnson and Baker reported increases in anxiety and depression in men immediately after the miscarriage, which diminished by 1 year post miscarriage [65] . In a study of couples who had experienced a miscarriage, men reported significantly lower anxiety scores than the women immediately following the miscarriage, although the men's scores were higher than community controls [66] . Daly and Harte, on the other hand, reported morbid levels of anxiety in 36% of male partners 6 weeks following miscarriage [67] . A 2-year follow-up study of miscarrying women and their male partners reported that less grief, fear, loneliness and depression was reported in the men compard with the women [68] . Johnson and Puddifoot reported greater despair in men who had witnessed the ultrasound scan prior to the miscarriage, than those who had not experienced the visual information of the fetus [69] . One other qualitative study reported higher grief responses in men than women immediately after and 4 months after the miscarriage [45] . Coping with miscarriage was also reported to be different between men and women, with both seeking social support, however, women were more likely to seek spiritual support, whereas men tended to worry and try to ignore the situation [70] .
Recognition of miscarriage
Cultural and religious differences in the recognition of miscarriage and subsequent coping with and grieving processes of the lost pregnancy, the fetus or baby (following miscarriage) have been identified in early psychosocial research studying the effects of miscarriages [71] . Hsu, Tseng and Kuo reported on incomplete grieving processes in a study group of Taiwanese mothers who had experienced a perinatal death, but because of cultural norms and taboos, were prevented from talking about the death or taking part in death-related rituals [72] . African-American women, however, believe that spiritual or religious activities can aid coping with miscarriage [73] , as did McGreal, Evans and Burrows's Caucasian women [70] . More research is needed to determine the influences of culture, traditions and religion on coping with miscarriage, but it is likely to be relevant in all of today's multicultural societys' healthcare systems. The clinical implications of the effects of miscarriage and the associated public health effects are substantial.
Culturally determined reactions may influence the experiences of miscarriage in women even when they have moved outside of the culture of origin. For example, Mexican or Hispanic/ Latino populations have increased in the USA since the 1970s. Interestingly, the birthweights of first-generation Mexican women, who were born in Mexico but moved to the USA, are reportedly better than those of second-generation US women of Mexican descent [74] . These data go against what is known about usual risk factors, which is that first-generation immigrants tend to be older, of lower socioeconomic status and they tend to receive less optimal healthcare [75] , suggesting the culture of origin might be protective in some ways. However, no effects for miscarriage were obtained, indicating generational differences or acculturation is not a factor in miscarriage. Acculturation refers to behaviors that are specific to the culture of origin or lifestyle associated with that culture -which can protect against adverse pregnancy outcomes -and which continues to influence individuals in their new environment, whilst adapting some new cultural norms. Sefton qualitatively explored the long-term reactions to miscarriage of 14 young adolescent Latino women, and reported a lack of specific reaction attributable to culture of origin in Latino women with reactions ranging instead from minimal to long-term unresolved grief [76] .
Although cross-cultural research in this area is rare, psychosocial research has shown women need to understand their loss and to be given a chance to mourn their lost pregnancy [77] . The loss, grief, sadness, fear, guilt and alarm reactions in women who miscarried and the intensity of these feelings have been described by Abboud and Liamputtong, and these varied depending on the personal circumstances and the reactions of others to their miscarriage [78] . In some developing countries the cultural ethos dictates a stigma associated with reproductive loss and a lack of empowerment (access to education, healthcare and an independent income) for many women, who therefore are prohibited from expressing their emotional needs for fear of the social consequences [39, 72] . The National Women's Health Study [79] qualitatively describes the personal stories of women from a nationally representative, population based, postal survey of the reproductive history of adult women in the UK, through an open-ended section for additional comments. The thematic ana lysis carried out on the open ended responses by Simmons et al., showed there were opposing tensions between the need for a medical explanation for the loss and at the same time a perception of inappropriate mediatization of the experience of the miscarriage [80] . There was an emphasis on the experience of miscarriage as an individual and serious experience as opposed to the medical view of this as a routine complication. Women also noted the effect of the healthcare professional's behaviors and how these affected their own interpretations of
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Psychological management of women following miscarriage
Since the majority of the research evidence suggests the long-term effects for some women may be severe, it is critical that treatment does not stop immediately after the confirmation of miscarriage or associated evacuation of the fetus. Bergner et al. [81] conducted a longitudinal quantitative analysis of 232 women with first-trimester pregnancy loss [81] . They found that maladaptive or less useful coping strategies and psychosocial risk factors predicted increased depression at 7 months postmiscarriage and this carried on into a new pregnancy. Psychopathology in a subsequent pregnancy was also further predicted by a pattern of anxious grieving. Healthcare providers should monitor support isolation in women following miscarriage, since evidence unequivocally suggests women who are insufficiently supported socially from their partners or from their social network, develop stronger grief reactions than those in supportive relationships [82] [83] [84] . It is therefore unsurprising that research has associated martial satisfaction with decreased psychopathology following miscarriage [85, 86] .
Since miscarriage is largely diagnosed and treated with by the medical, nursing and midwifery professions, they may be less familiar with psychological and psychiatric assessments, and hence fail to identify psychological and psychiatric morbidity in the populations they are responsible for. To date, there is a lack of unified psychological assessment available measuring psychological morbidity in women and men postmiscarriage. Nevertheless, since anxiety and depression feature in the majority of women and men in the studies reported in this article, a number of generic measures such as the General Health Questionnaire [87] or the Hospital Anxiety and Depression [88] scales, coupled with questions of grief reactions and symptoms of trauma, or the Perinatal Grief Scale [62] , could provide some insight into the psychological needs of these couples.
According to Nikcevic, Tunkel and Nicolaides the majority of women who were asked, believed they would benefit from follow-up care [89] . In practice, only a minority actually receive any postmiscarriage care, and satisfaction with healthcare services was low [90, 91] . Research in the UK in the mid-1990s repeatedly demonstrated the need for information and attitudes of medical staff negatively affecting the experience of the management of miscarriage [92] [93] [94] . More recently, Sejourn, Callahan and Chabrol reported on an internet-based survey of over 300 women who had previously miscarried [95] . They found that the majority of women believed they would have benefited from support following their miscarriage. Information regarding causes of the miscarriage were particularly desired, as they believed they were generally poorly informed about the medical aspects and psychological consequences of their miscarriage. Stratton and Lloyd assessed the literature for the availability of evidence-based hospital guidelines for medical and psychosocial services during and following miscarriage [96] . They found little evidence of effective follow up of women who miscarried after discharge from hospital, and propose a number of foci for future improved miscarriage and postmiscarriage service delivery (Table 1) .
It is timely for healthcare professionals to develop a deeper insight into the psychological and social effects of miscarriage and accept it for a real and significant loss which should be recognized and supported. Current evidence outlined in a recent review has shown that those who have experienced a miscarriage report low levels of satisfaction if the healthcare providers' attitudes were perceived to be negative, if contact with healthcare involved 'entering and exiting a medical facility quickly', or if information was insufficient and follow-up care did not consider their psychological needs [97] . Medical and allied healthcare professionals could refer women to a mental health professional for a more thorough evaluation. For example, psychologists specializing in women's health may be ideally placed to assess and subsequently assist women who experience reproductive loss. Supportive treatment facilitating adaptive coping strategies could be offered [81] , and may enhance a speedier recovery from the loss.
There is some evidence that counseling programs for couples who experienced neonatal death and stillbirth is effective [98] . No such counseling programs exist for people who have experienced miscarriage. One RCT attempted to elucidate the efficacy of early (4 months postmiscarriage) or delayed (1 year following miscarriage) counseling care versus an early or delayed control condition, and reported a specific caring effect in improvement in overall emotional disturbance, and at 1 year, both the control and intervention arms resulted in increased self esteem and decreased psychological symptoms [99] . A small-scale RCT, assessing the effectiveness of interpersonal counseling versus usual care also indicated a significant reduction in negative psychological effects in the counseling group compared with usual care group [100] . A number of qualitative studies further support the need for emotional support and follow-up [5, [101] [102] [103] . Women in Adolfsson et al.'s study felt vulnerable and abandoned by healthcare professionals and neglected by their close social networks [5] . Over the last decade, Early Pregnancy Assessment Units in the UK have shown some promising results for the welfare of women who miscarried [104] as have follow-up care units for women suffering from pregnancy loss [105, 106] . However, these initiatives are not universal, and across the globe women are unhappy with the healthcare received following miscarriage. Within reproductive health practice, geneticists and social scientists have sought to include cross-cultural issues when counseling people from ethnic minorities who have yet to acculturate or assimilate into the normative culture of residence [107, 108] , as well as women with physical disabilities or mental retardation, who are also making reproductive decisions. There is a need for effective strategies to address the unique needs posed by all individuals seeking reproductive healthcare, particularly if they are already vulnerable. For 
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Key issues
• The incidence of miscarriage is common in women across the world.
• The psychological and social effects of miscarriage are many fold and can be long lasting.
• Severe effects of miscarriage, including trauma, can affect a new pregnancy.
• Stress and anxiety experienced during a subsequent pregnancy can adversely affect the unborn fetus.
• Support post miscarriage need to be evaluated and recognized.
• Future research should establish clear criteria for post miscarriage impaired psychological functioning and distress.
• Efforts should be made to provide support and counseling to women who do not receive this from their usual support networks.
• Cultural, terminological and methodological factors affect recognition of the physical experience of miscarriage and of the psychological and social effects of miscarriage.
• The gap between health policy and the psychosocial practice of the experience need to be addressed.
healthcare systems to rely on (often informal) support groups and/ or online forums, to talk through their experiences [6] is healthcare's missed opportunity to support the essential psychological needs of millions of women and men. The gap between health policies across the world -which focus on the medical aspects of reproductive care -and the lived experiences of the women and men, needs to close universally [109] .
Expert commentary
The vast majority of the reproductive population of women and men are insufficiently prepared for a miscarriage, and the findings reported in this article show that many women and men experience some negative reactions, which may include reactions of grieving. For some women, the symptoms experienced following miscarriage are severe enough to mimic symptoms of trauma and other psychopathology which may last for weeks or months following the miscarriage and carry over into a new pregnancy. The importance of psychological factors directly affecting pregnancy or mediating the effects leading to pregnancy loss continues to be underestimated in clinical practice, despite research extrapolating their importance. Psychological stress or anxiety can affect immune system functioning, which in turn, can lead to a new pregnancy loss. Furthermore, sociodemographic and behavioral risk factors including, marital status, parity, being a smoker or ex smoker, a noncontraceptive user and having a lower education and socioeconomic status have also been shown to be important, and some of these (behavioral factors) can be modified. Assessment of psychological morbidity following miscarriage is ad hoc and appropriate behavioral modification or psychological clinical care is virtually nonexistent. There is an urgent need to re-evaluate the services currently offered within and between countries and support services should be made available to those who need this.
Five-year view
The last few decades have seen an increase in the recognition that miscarriages can result in significant and lasting psychological distress for many women and for their partners. Research addressing the psychosocial effects of miscarriage in the next 5 years should focus on the perceived losses experienced by the individuals and the couples. The meaning attached to the failed pregnancy, the lost baby, the inability to create a family, the personal attributions of woman/mother, man/father and the stigma associated with the failed pregnancy should also be addressed. Cultural perspectives affect the experience of miscarriage, and within multicultural societies, much can be done to improve our understanding of the losses experienced. Research assessing the effectiveness of clinical practice has recognized the importance of the psychological effects of a previous miscarriage, coping styles and social support as well as the importance of behavioral and lifestyle factors in the etiology of miscarriage.
Critically, pregnant women who have miscarried before are at increased risk of psychiatric morbidity during their subsequent pregnancy, and these effects could impact on the health and wellbeing of the fetus. Stress and anxiety in pregnancy in particular, need to be recognized early and alleviated, ensuring these effects are not translated to the fetus. Intervention post miscarriage needs to ensure the experience of the miscarriage is fully consolidated, so that the fear and stress associated with a repeat outcome in a new pregnancy are diminished. Behavior and lifestyle modification could also contribute to enhancing the chances of a successful pregnancy.
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